Objectives: Individuals that fail arthroscopic anterior stabilization of the shoulder represent a unique and challenging patient population. To date, there have been few large studies that have investigated failure rates following arthroscopic revision anterior stabilization (ARAS) for failed primary arthroscopic stabilization. This study aims to determine the risk factors for recurrence of shoulder instability following ARAS. We hypothesized that male gender, younger age, participation in contact sports, significant glenoid and/or humeral bone loss, ligamentous laxity, and worker's compensation would increase the risk of revision failure. Methods: Patients who underwent ARAS after a failed arthroscopic primary Bankart repair and had a minimum of 2-year follow-up were included in this study. Glenoid and humeral bone loss were quantitatively assessed using pre-operative T1-weighted magnetic resonance arthrograms to determine if the lesions were on-or off-track. Failure was defined as a recurrent dislocation or subluxation. Chi-square test and t-test were used to compare demographical and surgical parameters between failure and non-failure groups. The significance level was set to 0.05. Results: Sixty-five patients [age at revision = 26 years (range, 15 -57), 44 (68%) male] met the inclusion criteria. The mean follow-up time was 4.7 years (range, 2 -10.8). Twenty-seven patients (42%) had a failed revision at a mean time of 2.3 years (range, 0.2 -6.1). Age less than 22 years old, ligamentous laxity, the presence of an offtrack lesion, and a concomitant superior labral anterior to posterior were significantly associated with revision failure (p < 0.05) ( Table 1) . No difference was observed in the size of glenoid defect between failure and non-failure groups (14.1% ± 4.4% vs. 13.7% ± 3.9%, p = 0.762). The width and depth of the Hill-Sachs lesions were not significantly different between groups (width: 15.3 ± 5.1 mm vs. 14.2 ± 4.8 mm, p = 0.432; depth: 4.2 ± 2.3 mm vs. 3.5 ± 1.8 mm, p = 0.244). On multivariate analysis, only the presence of an off-track lesion, age less than 22 years, and ligamentous laxity were independent predictors for recurrent instability (OR = 8.9, p = 0.022; OR = 5.4, p = 0.028; OR = 7.8, p = 0.031, respectively).
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Conclusion:
The failure rate of arthroscopic revision anterior stabilization was 42% with off-track lesions, age less than 22 years, and ligamentous laxity independent risk factors for recurrent instability. While ARAS may be a viable treatment option in the appropriate setting, our study suggests that considerable thought should be exercised before utilizing this approach given the significant number of patients who suffered recurrent instability at greater than 2-years follow-up. For young patients with off-track lesions and/or evidence of ligamentous laxity on physical exam, strong consideration should be given to either an open Bankart repair, a bony augmentation procedure such as a Bristow-Latarjet procedure, or an arthroscopic revision approach with additional augmentation such as a remplissage.
